ABSTRACT
Introduction
Actinomycosis in humans is caused predominantly by Actinomycetes israelii, a filamentous, Gram-positive anaerobic bacterium that is found in the normal flora of the oropharynx. Clinical syndromes have traditionally been divided into cervicofacial, thoracic, and abdominal infection [1] . We present a case of mediastinal actinomycosis that presented as posterior mediastinal mass on Chest computed tomography (CT).
Case Report
A 51 year old patient with a medical history of morbid obesity, hypertension, diabetes mellitus type 2, diabetic nephropathy and retinopathy, who started a month before admission with dysphagia, fever, pain in his back and progressive dyspnoea at rest, and who arrived at the Emergency Department in a state of respiratory failure requiring mechanical ventilation. Under suspicion of pulmonary thromboembolism (PTE) a CT with contrast of the pulmonary arteries ( Figure 1 ) was performed, with no signs of PTE. It was found a soft tissue density posterior mediastinal mass, depending on oesophagus which contacted with the great vessels and the vertebral bodies, making an imprint on the back wall of the left atrium, and that did not enhance after contrast administration. It also has bilateral pleural effusion with atypical morphology, loculated and with passive segmental atelectasis. We proceeded to drain pleural effusions, resulting in a purulent fluid. It was also carry out an oesophageal endoscopy which ruled out neoplastic disease. Samples were taken by puncture-aspiration with a fine needle of the mediastinal mass and pleural fluids. The histopathology of the surgical biopsy, stained with haematoxylin and eosin, reveal multiple colonies of Actinomyces israelii, characteristic branching filaments in their periphery, surrounded by inflammatory cells and immersed into a purulent cavity. The patient was treated with penicillin and fully recovered. 
Discussion
Thoracic involvement is most often due to aspiration of oropharyngeal contents with bronchopulmonary invasion of the organism and subsequent contiguous spread to the chest wall or mediastinum. Infection involving the mediastinum is extremely rare and the symptoms are nonspecific and include weight loss, malaise, and coughing. Mediastinitis usually results from either perforation of the oesophagus, penetrating chest trauma, complications of thoracic surgery, tracheobronchial perforation, or contiguous spread of pulmonary infection. As the presentation of the disease is so plural, actinomycosis is often confused with neoplastic disease. The chest clinical presentation is very rare, more often primary pulmonary affectation, sometimes associated with necessitates empyema, being so much rare the mediastinal affectation [2] . Among cases of mediastinal involvement, we can distinguish those with primary pulmonary affectation with secondary mediastinal compromise of those cases of primary mediastinal involvement, as the case report that we present [3] [4] [5] .
Conclusions
Infection involving the mediastinum is extremely infrequent and the symptoms are nonspecific. For this reason, it's very important to include actinomycosis in the differential diagnosis of pulmonary affections and mediastinal masses.
